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W
ound botulism is an infrequently reported cause of neuromuscular blockade. We describe two cases with longer durations of respiratory paralysis than previously reported. These cases emphasize the central role of respiratory support and other intensive care measures in management.
A 28-yearsld man was thrown from his truck in May 1976 and suffered multiple trauma. Injury to soft tissues included a grossly contaminated wound in the left thigh. Initial therapy involved placement of bilateral chest tubes and endotracheal intubation, both no longer necessary after two days.
Thirteen days after the accident, the patient was transferred to Harborview Medical Center, Seatde, because of deteriorating respiratory function (Fig 1) . En The toxin, a polypeptide, induces a defect in coupling between presynaptic depolarization and release of acetylcholine. With a single supramaximal stimulus to a peripheral nerve, the electromyogram shows decreased muscular action potential. Following tetanic stimulation, abnormal facilitation occurs. These defects return to normal with resolution of the paralysis. The velocities of conduction through the nerves are normal, as there are no toxin-induced changes in the axons. Fibrillations may be detected. This is reversible but apparently requires regeneration of new terminal axons and neuromuscular junctions. These electromyographic findings narrow the possible causes of neuromuscular blockade to the Eaton-Lambert syndrome, toxic effects of an aminoglycoside, an excess of magnesium, hypocalcemia, or botuli~rn.~ Without an electromyogram the differential diagnosis must also include the Guillain-Barrk syndrome, toxic effects of chemicals, cerebrovascular accident,, ; my asthenia gravis, tick paralysis, diphtheria, and poliomyelitis.
The diagnosis of wound botulism rests on the typical clinical picture of botulism in the setting of a dirty wound. Laboratory confirmation comes from cultures of material from the wound, a positive mouse toxin neutralization test, normal cerebrovascular fluid, and compatible electromyographic findings. In the absence of such complete data, the diagnosis must be made presurnpti~ely.~*~ Treatment includes short-term management of the respiratory paralysis, the use of antibiotics and antitoxin, and local care of wounds. As in food-borne botulism, administration of antitoxin is recommended as soon as the diagnosis is suspected from clinical findings. Bivalent (AB) antitoxin should be sufficient, as type A has been the most frequently reported type of toxin in wound botuli~m.~9~ The role of antibiotics is less well defined, but it seems sensible that treatment with appropriate antibiotics (as determined by testing for sensitivity) might be an important adjunct to local dkbridement. Senun for determination of the toxin should be obtained before administering antitoxin, and anaerobic cultures of material from the wound should be obtained before administering antibiotics.
The final outcome depends largely on respiratory support and nursing care for muscular paralysis. Most patients with botulism do not have underlying pulmonary disease, so that short-term management consists of supporting a decreasing VC. The role of therapy with guanidine in the management of botulism is not clearly defined, but this agent should be c~nsidered.~ Recovery from neuromuscular blockade is monitored best in terms of the return of respiratory function. The VC and inspiratory effort should be followed d d y . It had been suggested that therapy with IMV may be helpful in preserving the coordination and strength of the wall of the chest;? this method was used in our patients, and we believe that it was helpful in the psychologic aspects of weaning. :436-438,1975 
